Problem
=======

The North London Forensic Service, based at Chase Farm Hospital, provides inpatient beds in both low secure and medium secure environments for patients from the London boroughs of Camden, Islington, Barnet, Enfield, and Haringey. Many of these patients have chronic, disabling mental illnesses with multiple psychiatric and physical co-morbidities that require input from many different specialties. Frequently our patients need to attend various hospitals across London for appointments with clinicians from many different specialties and are accompanied to these by ward staff.

However, anecdotal evidence suggests that often the verbal feedback brought back for the psychiatric multidisciplinary team (MDT) is inadequate and it can take weeks for a clinic letter to reach the ward. In this way patient care is negatively affected as there is a significant delay in implementing recommendations made by the medical or surgical team, The MDT is not always fully aware of a patient\'s physical health and the junior doctors and nursing staff spend a significant amount of time speaking to medical secretaries and hospital doctors to gather information and therefore taking time out of clinical work.

The aim of this project is ultimately to improve the communication between medical specialties and the forensic psychiatry team in order to enhance patient care. Specifically we wanted to gain prompt and accurate feedback from outpatient appointments from the accompanying staff.

Background
==========

It is well established that patients with mental illness are known to have a high level of morbidity and mortality compared to the general population ([@R1]). For example, it has been found that levels of cardiovascular disease, respiratory disease, and malignancy are significantly higher in those with mental illness ([@R2]). A study of patients known to psychiatric secondary care in southeast London showed that life expectancy is shortened by between 10 and 17 years in those with mental illness. ([@R3])

This is very relevant to patients in secure settings who tend to be inpatients for a longer period of time and have high rates of smoking, obesity, and related health problems ([@R4]). A study looking at the physical health of patients in a medium secure hospital in Hampshire noted that the rates of smoking was over three times as prevalent in this population than in the general population (84% compared to 27%), that patients tended to gain weight whilst inpatients, and spoke of a need to train nurses and multi-disciplinary team members about the physical health needs of this population ([@R5]).

The myriad reasons why mental health patients have poor physical health have been widely studied in the literature. It is estimated that around 60% of the excess mortality in people with mental illness is avoidable and there are many reasons for this ([@R6]); Side effects of medications prescribed for mental illness, patient lifestyle factors, and social issues such as access to healthcare all have a part to play ([@R7]). For example, atypical antipsychotic medication can lead to weight gain, diabetes, and raised cholesterol 8) and this is compounded by an increased level of smoking, substance misuse, and lack of exercise in the patient group ([@R9]). Patients with mental health illness are also more likely to become non-compliant with their physical health medications and are less likely to attend follow-up clinics for their physical problems. The separation of mental and physical health services, the stigma associated with having a mental health diagnosis and the difficulty some patients have in understanding and implementing the health care advice given are practical reasons why people with mental illness have high morbidity and mortality ([@R10]).

There has been much focus recently on improving physical health in people with mental illness and this was one of the key issues explored in the 2014 Chief Medical Officer\'s (CMO) annual report on public mental health. ([@R11]) Over the past few years there have been many new initiatives and measures designed to help improve physical health in those with serious mental illness. Following NICE recommendations ([@R12]) the introduction of "smoke-free hospitals" in many mental health trusts, including South London and the Maudsley (SLAM) and Camden and Islington NHS Foundation Trust ([@R13]), has encouraged patients to consider stopping smoking. The Commissioning for Quality and Innovation (CQUINs) framework links physical health to payments thus increasing the incentive to actively assess and manage our patients with physical health problems.([@R14]) Practically measures such as the Lester Framework, a framework for assessing and treating cardiometabolic risk in those with psychosis, gives clinical teams clear guidance on how to assess and manage these physical health risks ([@R15]).

A Royal College of Psychiatrists scoping group report, entitled Physical Health in Mental Health ([@R16]), suggests that "health professionals should enable people with mental disorders and disabilities to have the same standard of physical healthcare as other citizens". They advise that "psychiatrists should promote the physical health of their patients and, where appropriate, refer patients to colleagues in other medical specialties". There is some evidence that communication between psychiatry and other specialties is poor, although this mainly focuses on the primary care interface ([@R17]). Although the focus is on doctors to promote the physical health of their patients there is also an expectation that nursing staff are aware of physical health issues. However in a study by Rylance et al ([@R18]) a qualitative analysis showed that nursing staff on acute psychiatric wards "took minimal responsibility for physical health monitoring" and felt that their role was one of referring on if there were concerns about a patient\'s physical health.

Baseline measurement
====================

In June 2014 a questionnaire was distributed to all staff in working on the forensic psychiatry inpatient wards on the Chase Farm site to try and understand the scale of the problem with poor feedback from outpatient appointments and the factors influencing this. The questionnaire was designed using input from junior doctors, discussion at monthly junior doctors' forum, and at clinical governance meetings involving the MDT and ward staff. During these meetings it was suggested that often escorting staff do not know what questions to ask the doctors or what the important points are that the team would like to know, some staff feel that they should be concentrating on mental health rather than physical health or are simply too busy on their shifts to document details about the content of medical appointments. Questionnaires were formulated and distributed by the authors in electronic form to all clinical staff working at the service to assess the scale and perception of the problem across different staff groups. Please see supplementary file for the structure and results of the initial survey.

19 responses were gained from the questionnaire, evenly spread between doctors and nursing staff. The respondents said that they send patients for outpatient appointments up to 2-3 times per week. However, nearly half of respondents (47.63%) estimated that less than a third of their patients returned from appointments with any feedback about the content of the medical appointment and only 1 respondent felt that all appointments were fed back on adequately. 42.11% of respondents said that on average a written letter from medical appointments took over a month to arrive on the ward. 68.43% said that they were "very unsatisfied" or "unsatisfied" with the level and quality of feedback. 89.47% of respondents felt that introducing a short form with a few simple, general questions that escorting staff should clarify with the outpatient team who the patient is seeing would be helpful. Those who did not feel this was helpful gave various reasons including "feedback is already good", "it would take too much time" and "I don\'t feel it is part of the role of escorting staff to feedback on medical issues".

A retrospective audit of the electronic patient notes (RiO notes) of all patients across 3 inpatient wards was used to gain objective baseline measurements of the scale of the problem. We looked at a 3 month period from April to June 2014 and identified all instances when a patient attended an outpatient hospital appointment. All entries by doctors were manually searched for evidence of clinic appointments or attendance and keywords were used to search nursing notes. The entry made by the staff escort was identified and assessed for whether it contained a) details of the appointment (that is which hospital, which department, which healthcare specialist), b) a description of the content of the appointment (what investigations were done, what the presenting complaint was, whether a diagnosis was made), and c) the outcome of the appointment (whether the patient was discharged or due to be followed up, any changes to treatment plan).

The search identified 11 hospital outpatient appointments that were attended in that time. In 6 cases (54.5%) details of the appointment were documented. In 3 cases (27.2%) a description of the content of the appointment was documented and in 5 cases (45.4%) the outcome was documented.

See supplementary file: ds4875.pptx - "Results of Initial Survey on Feedback from Medical Appointments"

Design
======

A number of ideas were considered for how to improve on the amount and quality of feedback including putting up posters on the wards, emailing staff, reminding staff in clinical governance and ward rounds, and having teaching sessions. However, it was felt that many of these interventions may not be sustainable in the longer term once the junior doctors involved in the project had rotated through. Therefore we felt the introduction of a short form with 6 simple questions to ask at each medical appointment would be appropriate and this was supported by 89.47% of responded in the baseline survey.

The information requested by the form included basic information such as patient name, date of appointment, the service, and the clinician it was with. The 6 points of information requested were as follows. Please note that the examples in brackets were added later, in response to suggestions of the focus group in PDSA cycle 1:

1.  What was the purpose of appointment / patient symptoms (eg abdominal pain, poor eyesight)

2.  What is the problem or diagnosis? (eg irritable bowel, diabetic complications, unknown)

3.  Are further investigations needed? Which ones? When and by whom? (eg colonoscopy, x-ray, blood tests)

4.  What is your advice regarding the management of the problem? (eg lifestyle changes, blood sugar monitoring changes in medication, surgery, physiotherapy)

5.  Will there be any follow up? When will this be and with whom?

6.  Do the psychiatric team need to do anything, and if so what?

Strategy
========

In PDSA cycle 1, the initial trial period, forms were distributed to teams across 3 wards. Emails were sent to the appropriate ward managers with the form asking for copies to be distributed, copies were placed on wards and it was highlighted in ward rounds. Forms were placed on the wards with an attached sheet with a brief explanation of how the form would be useful to staff and patients, how it should be used. Junior doctors placed copies of the forms in the ward diaries where patient appointments were written and reminded staff to use the forms.

An audit showed that over the course of 2 weeks the forms were used on 3 occasions. In no case was the form uploaded onto RiO, but in all 3 cases the questions on the form were used to guide information documented on RiO. In all 3 cases details of the appointment, content of the appointment, and outcome were commented on in the notes. A focus group with the 4 junior doctors in the relevant teams was held to discuss the success of the form. This elicited that the junior doctors rated themselves as very satisfied with the data captured when the forms were used and felt that they were able to feed the information back to the team at the next ward round and act promptly to make any changes to treatment necessary. A few amendments were suggested including the rewording of ambiguous questions and the inclusion of examples to clarify the meaning of the question. It was highlighted that the doctors had to be active in reminding staff to use the form for example reminding staff and handing staff the form.

In PDSA cycle 2 the form was sent via email to the doctors and ward managers across the service and they were asked to use the forms. The topic was again discussed at junior doctors' meeting at the beginning of the next rotation of doctors to highlight the use of the form to trainees new to the service and asking them to encourage their use. An audit of the electronic notes of 3 wards was again performed at the 3 month point and the 6 month point after the form was introduced. After 6 months a follow-up survey was sent to all clinical staff across the service asking their opinions on the form and how effective it had been in addition to the same measurements of satisfaction used in the previous survey.

See supplementary file: ds4872.doc - "Physical Health Appointments Template"

Post-measurement
================

Retrospective audit was used at the 3-month follow-up and at the 6-month follow-up point (looking at the 3-month interval between audit points) to objectively assess whether the forms were in use and whether documentation of feedback from medical appointments had improved. This was supplemented by a 6-month follow-up survey of clinical staff asking their views on the form and their assessment of the quality of feedback.

3-month follow-up audit

11 appointments were attended across the 3 wards. In 0 cases was the form uploaded onto RiO. However, in 8 cases (72.7%) the structure of the form was used in the RiO entry. The quality of feedback had markedly improved with 100% of entries containing details of the appointment, and 9 out of 11 (81.8%) having details of both the content of the appointment and the outcome of the appointment.

6-month follow-up audit

12 appointments were attended across the 3 wards. In 0 cases was the form uploaded onto RiO. However, in 6 cases (50%) the structure of the form was used in the RiO entry. The quality of feedback had shown sustained improvement with 10 (83.3%) of entries containing details of the appointment. 9 entries (75%) had details of the content of the appointment and 9 entries (75%) had details about the outcome of the appointment. See supplementary file for table and graph of audit data.

6-month follow-up survey

10 responses were received to the 6 month follow-up survey; 40% from medical staff and 60% from nursing staff. All but one of these responses were from people who worked on one or more of the three wards where the form was initially trialled. 70% of respondents were aware of the form. 100% of those who were aware of the form had used it at least once and found it helpful. We looked at the reasons why staff did not use the form. Of those who did not use the form 66% did not know where to find the form and 33% said that they did not have the time to fill out the form. Nobody responded with finding the form too difficult, feeling that this was not their job or the "other" category.

With regards to satisfaction measurements there was improvement in the amount of feedback received by the team with only 10% of respondents feeling that less than a third of patients came back with feedback, a marked improvement from baseline. However, 50% of respondents still felt that "less than 2/3 of the patients returned with feedback". Overall there was an increase of satisfaction with the quality of feedback with only 10% of respondents feeling "very unsatisfied" and 40% of respondents feeling either "very unsatisfied" or "unsatisfied". 30% felt either satisfied or very satisfied. Please see supplementary file for figures.

We used a comment box to try to elicit barriers to using the form that were not captured in the multiple choice portion and to elicit ways in which this intervention could be improved on. The comments centered on improving engagement with nursing staff and ward managers, providing more copies of the form on wards or make it easier to find, and to think about the ways in which the culture could be changed to put more emphasis on physical health, not just mental health. Please see supplementary file for all individual comments.

See supplementary file: ds5075.pptx - "Post-Intervention measurements"

Lessons and limitations
=======================

By implementing this project we have learned a number of lessons that will be important in moving the project forward and continuing to improve feedback from hospital appointments.

One of the main limitations of this project is the small number of responses to our questionnaire despite multiple emails being sent across the wards and it being highlighted at ward meetings. It is notable that in the follow-up survey 90% of the replies were from people working on the pilot wards. It appears that these teams, where the junior medical staff were actively advocating and enabling the use of the form, were the most enthusiastic in providing feedback. It is important to consider whether people who were enthusiastic in giving feedback are likely to be those interested in the topic or using the forms, and may therefore not be representative of nursing staff as a whole.

Another limitation is that the 3-month and 6-month audits were carried out on the 3 pilot wards, rather than on all the inpatients wards. This means that we cannot extrapolate that the project was successful across the service and can only comment on the uptake and usage on these 3 wards.

This project has highlighted the difficulties in rolling out a new initiative to more than one ward and across different teams and raises an important consideration about ownership. In teams where the junior medical staff, those actively involved in the QIP, were advocating the use of the form the project proved reasonably successful. However we do not know whether it worked on other wards or if it was used at all. The North London Forensic Service houses a large number of patients in many wards and has hundreds of staff across many different teams. Due to this it proved logistically challenging to publicise the project on every ward and with every team and it was impossible to remind all the staff to use a form for each hospital appointment unless a junior doctor was present at the time.

Consideration should be given in the next PDSA cycle as to how to give each team ownership of the project. This could be facilitated by asking consultants to incorporate it into ward round feedback, asking junior doctors to provide teaching on the form and how to use it on each ward, and getting the support of ward managers and ward clerks to replenish the stocks of forms and highlight the expectation to use it. As most wards do not have patients going for medical appointments every week it is going to take a significant amount of time and sustained proactive effort to get the use of the form embedded in the culture of each ward team. A newly appointed senior nurse has been allocated the role of physical health lead for the service. He will be liaised with as one of the key stakeholders in taking the project forward.

Given that the junior doctors change rotation every 6 months and often change trust, it makes it difficult for a project of this size to fully come to completion during the time frame when a doctor is there. Therefore it is important to have a permanent member of staff or a subsequent trainee associated with the project and continuing to implement PDSA cycles until it is sustainable within the culture of the service.

In future the use of paper surveys, in addition to online surveys and feedback from clinical governance, could be used to gather information on clinical team perception of feedback and their views on the form. For future audits about usage of the form it would be useful to have a specific folder on each ward where paper copies of the forms could be filed after use. The use of the folder could be and incorporated into ward round but this would also enable us to do spot audits on the use of the form and the quality of the responses.

In taking this project forward it is important to understand more clearly any resistance to using the form and any barriers in place. Given that many staff still rate their satisfaction with feedback about medical appointments as poor, it would be useful to know why this is and what could be improved on. It may be helpful to have focus groups of nursing staff to explore this more completely; reasons given in the survey why the form might not be used included "it is not my job to feed back about physical health", "it takes too much" "sometimes the feedback we get is that the doctor will get in touch with the psychiatry consultant". These responses suggest that maybe staff encounter resistance whilst at the outpatient appointment from hospital practitioners, have anxieties around dealing with physical health matters or are simply overwhelmed by paperwork already. It is important to unpick these elements in more detail to understand the experiences of those who are filling out the forms. The involvement of ward nursing staff, as the major stakeholders in this project, is key to implementing change and improved patient care.

Conclusion
==========

Many studies have highlighted the poor physical health of psychiatric patient, including those in secure settings, and the Royal College of Psychiatrists advises that "psychiatrists should promote the physical health of their patients" ([@R6]). Part of this is liaising with colleagues in other medical specialties to ensure timely diagnosis and treatment of any co-morbidities. It is therefore vital that good communication channels exist between specialties and that there is a change of culture in psychiatric hospitals where patients' physical health is considered as important as their mental health.

Baseline measurements demonstrated that there is a high level of dissatisfaction amongst psychiatrists and ward staff about what feedback we are getting on the physical health of our patients. Baseline measurements showed that across 3 wards there was low quality of feedback from escorting staff. However satisfaction levels appear to have improved after 6 months of the intervention and there was noticeable improvement in the quality of feedback received from medical appointments. Although there may have been variable uptake on the wards, our project shows that some staff are aware of the tool and have used it. When the forms have been used staff have felt that they were useful. This project suggests that when used regularly and appropriately this initiative has the potential to improve the quality and efficiency of feedback to the multi-disciplinary team. However, further PDSA cycles should continue to refine the tool and its implementation as well as consider other alternative methods to engage nursing staff and promote a change in culture.
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